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Abstract
Despite the availability of many fall prevention measures, many patients fall in U.S.
hospitals each year. Experts view patient fall rates as the measure that can be most
affected by a nurse-led, evidence-based intervention. The purpose of this quality
improvement project was to implement and evaluate the impact of patient engagement
strategies on patient compliance to fall prevention education and the reduction of falls.
The quality improvement framework used for this project was the Iowa Model.
Interventions for this project included patient engagement strategies including the teachback (TB) method and video-based fall prevention education paired with the project site’s
existing fall prevention program. A prospective quantitative design was used to answer
the practice-focused question of whether the implementation of a falls protocol
incorporating patient engagement strategies improves patient compliance with the fall
prevention plan of care and reduces patient falls. A total of 58 patients were included in
this project, conducted from July to October 2017. The results showed a 75% reduction in
the fall rate compared to the same three month period in 2016. This finding suggests that
reinforcement of oral and written instruction through video education follow-up and the
use of the TB method to assess patient understanding are effective measures to reduce
patient falls and increase patient compliance to the fall prevention plan of care. These
patient engagement strategies can be replicated by nurses in similar acute care settings.
Adoption of such evidence-based changes in nursing practice may improve patient safety
and decrease harm in hospital settings as implications for positive social change.
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Section 1: Nature of the Project
Introduction
Patient falls, defined as any unplanned descent to the floor with or without injury
to the patient, are the most prevalent reported adverse hospital event and are the second
leading cause of patient injury (Agency for Healthcare Research Quality [AHRQ, 2013];
Hicks, 2015). While hospitals are expected to provide a safe environment while
delivering high quality patient care, as many as 12% of patients in the United States fall
at least once during their hospitalization (Graham, 2012; Kalisch, Tschannen, & Lee,
2012). In the United States, between 700,000 and 1,000,000 patients fall in the hospital
each year, despite the availability of many fall preventive measures (AHRQ, 2013). On
average, falls with injury increase length of stay in the hospital by 6.3 days and add
approximately $13,000 to the total costs of the stay (Pearson & Coburn, 2011). By 2020,
the estimated cost for hospitals to treat these injuries is expected to reach $54.9 billion
(Tzeng & Yin, 2015).
Many strategies to reduce falls such as the patient using the call light rely on
patient adherence (Hill et al., 2015). Guided by concepts of the health belief model
(HBM; Cohen, 2009), I proposed in this Doctor or Nursing Practice (DNP) project that
patient adherence can be increased when patients are aware of their risk of falls and have
the knowledge needed to engage in strategies that could decrease their risk of falling.
Increasing patients’ participation and engagement in their care can be a major component
of patient safety interventions. Researchers have identified engagement strategies as
ways of promoting patient safety and reducing adverse events such as falls in hospitalized

2
patients (Berger et al., 2014; Clark et al., 2011; Friedman et al., 2011; Haines et al., 2013,
2011; Hill et al., 2009; 2015; Prey, 2014; Tzeng & Yin, 2014, 2015; Yamaguchi et al.,
2016).
This quality improvement (QI) project incorporated the use of audiovisual DVD
based education and the teach-back (TB) approach as patient engagement strategies to
reinforce the current fall prevention education used at my project site. The desired
outcomes were increasing patient adherence to the fall preventive plan of care and
reducing the number of falls. Clarke et al. (2012) found that the TB method reduced falls
in patients on the medical-surgical unit. Also, Hill et al. (2016) demonstrated that patient
education using DVD presentation and written information paired with a hospital’s
existing fall prevention protocol reduced falls. Furthermore, Hill et al. (2009) found that
older adult hospitalized patients who watched a fall prevention DVD showed
significantly greater motivation to participate in the fall preventive plan of care. If these
patient engagement strategies are successful in reducing the fall rate in the organization
which served as my project site, they may be able to be replicated in similar acute care
settings to provide evidence-based change.
Problem Statement
At the time of my study the project site had an existing policy and procedure
protocol for fall prevention on medical surgical units. Yet, according to the hospital’s
annual fall occurrence report, the subject unit recorded an average of 1.9 falls each month
during 2016. Patients identified as at risk for falls are given oral and written fall
prevention education, and they sign a patient agreement form indicating that they
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understand and will follow the fall prevention plan of care (see Appendix A). The DNP
project practice setting was a 25-bed medical-surgical unit of a critical access hospital in
the U.S. state of Georgia. This rural hospital also provides swing bed services, which
offer post-skilled nursing care, and rehabilitative services. More than half of the 212
patients admitted to the unit in 2016 were over the age of 50 years old, and 90 % of these
patients were identified as being at risk for falling based on the admission fall-risk
assessment. During calendar year 2016, 23 patient falls were documented on the unit,
three of which resulted in documented injuries, according to the fall occurrence report.
Documentation from occurrence and post fall huddle reports (see Appendix B), as
well as fall analysis information from the annual occurrence report, were used to verify
documentation of nursing staff compliance to the fall protocol. In my observations, the
nursing staff was compliant in completing hourly rounds and documentation on the
patient communication board. Additionally, my review of the fall occurrence, post fall
huddle, and analysis reports indicated that the nursing staff was compliant in
implementation of the current fall prevention protocol. Furthermore, these fall reports
revealed that more than half of falls in the facility occurred when the patient attempted to
ambulate unassisted instead of calling for assistance. According to the director of nursing
at the project site, nursing staff asked, based on this review, to explore options to
facilitate patient compliance with their fall preventive plan of care and decrease the
incidence of unassisted ambulation among high risk patients.
In addition, I reviewed fall analysis and post huddle reports to identify the reason
or cause of falls on the unit. Each report included a description of each fall and
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documentation on what factors led to the fall. In over 50% of the falls, the patient was
found on the floor by staff, and the call light was never activated, according to the fall
occurrence report. Finally, documentation of the last hourly round prior to a fall was
noted in the report and indicated compliance of the nursing staff in rounding with a
purpose.
Hospitalized patients are at a much higher risk for falls than the general
population (Huey-Ming, Chang, & Schneider, 2013). Accounting for 20-30% of all
incident reports, patient falls are the most common adverse occurrence reported in
hospitals in the U.S. (Hill et al., 2015). Despite organizational efforts to identify at risk
patients and to prevent these events, patient falls remain a major safety concern (Cox et
al., 2014). Patient falls are a nursing sensitive quality indicator, which is a performance
measurement that reflects the care or the outcomes most influenced by nursing care, and
are thus associated with poor quality nursing care (Heslop & Lu, 2014; Hicks 2015).
Purpose Statement
The purpose of this QI project was to add patient engagement strategies to the
current nursing fall risk reduction protocol used at the project site with the desired
outcomes of increasing patient compliance with the fall prevention plan of care and
reducing patient falls on this medical surgical unit. Increasing patients’ awareness of their
risk and measures to decrease these risks are vital components in the project site’s fall
preventive plan of care. The guiding practice focus question for this project was, Among
hospitalized medical-surgical patients, does the implementation of a falls prevention
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protocol incorporating patient engagement strategies improve patient compliance with the
existing fall prevention plan of care and reduce patient falls?
Description of the Gap-in-Practice
Reducing patient falls continues to be a major challenge for hospitals in the
United States, and effective measures to prevent falls are needed, according to Tzeng and
Yin )2015). Patient engagement in safety practices such as in fall prevention is appealing
to nurses and can be used to inform current implementation in nursing practice (Berger,
Flickinger, Pfoh, Martinez, & Dy, 2014). Increasing patient engagement can be a specific
component of patient safety interventions (Berger et al., 2014). Patient safety and quality
of care are enhanced when patients are engaged in their health care (AHRQ, 2013).
Patient participation in TB after viewing DVD-based educational material reinforces
instructions and enhance patients’ knowledge concerning their risk, which leads to
improved preventive outcomes, researchers have found (Clark et al., 2011; Haines et al.,
2013, 2011; Hill et al., 2009; 2015; Friedman et al., 2011; Prey, 2014; Tzeng & Yin,
2014, 2015; Yamaguchi et al., 2016;).
Additionally, the TB method is an essential component to incorporate in fall
prevention information. According to Butcher (2013) and Tzeng and Yin (2015), patients
should be educated concerning their fall risk and the use of TB as an effective fall
prevention strategy. When patients know and perceive their risk for fall and injury, they
are more likely to adhere to preventive instructions (Tzeng and Yin, 2015).
Furthermore, Hill et al. (2009) found that older adult participants who viewed fall
prevention education via DVD had a greater self-perceived risk of falling than those who
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received written educational material. The researchers found that a greater self-perceived
risk of a threat (here, a fall) predicts a change in future behavior (Hill et al., 2009). In
addition, patient engagement in preventive behavior can lead to improved patient safety
and can aid in containing health care expenses related to treatments of injury after falls
(Tzeng & Yin, 2014).
In this project, I addressed the impact of patient engagement in preventing inpatient falls. Patient engagement is an increasingly important component of strategies to
reform health care in the United States (Hibbard & Greene, 2013). The term patient
engagement can be viewed as an umbrella term that can include various approaches
(Berger et al., 2014), including TB and patient participation in a DVD-based educational
session. Patient engagement approaches allow patients to actively participate in
preventing safety issues (Berger et al., 2014). Technological approaches, such as
multimedia, video, and interactive measures, can be used to provide additional
information to patients (Graffigna, Barello, & Riva, 2013).
The Affordable Care Act recognizes that engaging patients in their own care is a
cornerstone for successful health system reform and is crucial to the success of health
care organizations (Hibbard & Greene, 2013, p. 207). There is a linkage between patient
engagement and healthy behaviors and outcomes, according to researchers (Hibbard &
Greene, 2013). When patients are engaged and actively participate in their health care,
measurable improvements in health outcomes, safety, and quality of care can be seen
(Esposito, Rhodes, Bestoff, & Bonuel, 2016). By increasing patient participation, experts
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contend that patients will have higher satisfaction with their providers and better health
outcomes (Prey et al., 2014).
For many patients, the hospital can be an unfamiliar and isolating environment
causing anxiety and confusion for the patient. These factors place the hospitalized patient
at increased risk for falls (Prey et al., 2014). However, increasing the patient’s awareness
and knowledge of their risk can help to eliminate many patient safety concerns.
According to Graffigna et al. (2013), patient engagement strategies that involve a
technological approach, such as multimedia, video, and interactive approaches can be
used to provide additional preventive information to patients.
Implications for Nursing Practice
Nurses are responsible for the safety of their patients. Despite the availability of
various safety measures, there are millions of in-patient falls each year in the United
States that are considered preventable events. Patient falls are associated with poor
quality of nursing care (Hicks, 2015). However, with the implementation of evidencebased strategies, such as patient engagement strategies, nurses can reduce the number of
patient falls and minimize the number of falls with injury (Tzeng & Yin, 2015). When
patients are engaged in their health care it can lead to measurable improvements in safety
and quality of care (AHRQ, 2014).
In addition, falls are measured as a nursing sensitive quality indicator, which is a
performance measurement that reflects the care or the outcomes most influenced by
nursing care (Heslop & Lu, 2014). Furthermore, patient fall rates are viewed as the
measure that can be most affected by nurse led safety interventions (AHRQ, 2014). The
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purpose of this QI project was to incorporate two patient engagement strategies and to
evaluate the impact of patient engagement on adherence to fall prevention education and
a reduction in fall rates on a medical surgical unit. If they are successful in reducing falls,
these engagement strategies can be replicated by nurses to provide evidence-based
change in similar acute care settings.
Relevance to Practice Environment
According to the Center for Medicare and Medicaid Services (CMS), a hospital
fall is classified as a Hospital Acquired Condition (HAC) ;( CMS, 2015). These
conditions are defined as complications or comorbidities that occur as a consequence of
hospitalization and can be prevented with the application of evidence-based interventions
(CMS, 2015).According to CMS, the HAC Reduction Program determines payment to
hospitals in the United States based on their number of falls, thus affecting their overall
HAC scores. In addition, hospital performance under the HAC Reduction Program is
determined based the hospital’s total HAC score, which can range from one to 10. The
higher a hospital’s total HAC score, the less well a hospital is considered to have
performed (CMS, 2015). A negative score equals a reduction in the hospital
reimbursement percentage (CMS, 2015). Lastly, because hospitals in the United States no
longer receive reimbursement for treating problems associated with patient injury from
falls, it is even more critical to have a better understanding of what factors influence fall
rates in hospitalized patients (Kalisch, Tschannen, & Lee, 2012).
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Nature of the Doctoral Project
Sources of evidence to support this project included scholarly research journals
and evidence-based practice literature obtained from several databases. Databases used in
this search included PubMed, Medline, ProQuest, Nursing & Allied Health, and
CINAHL. Twenty related articles were retrieved. Other sources included health
organization websites such as CMS Hospital Falls Data, AHRQ and Fall Fracture, The
Joint Commission (TJC), and Institute for Health Improvement (IHI), as well as the
National Quality Forum (NQF) and Falls Data. Tracking of patient fall rate outcomes
from the fall reports on the unit was a key source for determining the number of patient
falls that fit the criteria for this project. In addition, fall prevention practices and
documentation from the TB tool were monitored and tracked during collection of
evidence and data for this QI project. Monitoring performance and tracking the fall rates
assists researchers in identifying whether fall preventive care is improving, unchanged, or
worsening (AHRQ, 2013).
The purpose of this QI project was to implement patient engagement strategies
designed to increase patient adherence to a fall prevention plan of care and lead to a
reduction in patient fall rates on the medical-surgical unit of the project site. Constructs
of the HBM served as a guide in planning interventions to promote behavior change and
adherence to fall prevention education. According to Hill and colleagues (2016),
increasing a patient’s awareness of risk or susceptibility to a condition (falls) and
providing knowledge about the desired behavior can decrease his or her risk of falls.
Greater awareness allows patients to consider the benefits of participating in the health
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behavior (e.g., adherence to fall prevention education designed to reduce falls; (Hill et al.,
2016).Patients are more likely to devote time and effort to meeting goals they regard as
significant to them (Esposito et al., 2016).
A person’s belief in personal risk and susceptibility must be present to influence
adherence (Cohen, 2009). Change only occurs when the importance of risk reduction is
appreciated on a personal level and when one is motivated to follow recommendations
(Cohen, 2009). Education should increase the patient’s awareness of the factors that make
them susceptible to falls while in the hospital and the possible severity of an injury (Hill
et al., 2016). In addition, the nurses on the subject unit will address any barriers that are
identified that would prevent patients from adhering to the fall prevention plan of care.
Finally, understanding an individual’s perceptions or beliefs about their risk (fallrisk) and risk reduction strategies offers insight into their motivation to engage or not to
engage in healthy behaviors, such as fall preventive behaviors (Tovar, Rayens, Clark, &
Nguyen, 2010). These factors should be considered when developing prevention
interventions in nursing, which promote preventive behavior and ultimately improved
patient outcomes (Tovar et al., 2010).
Project Implementation and Methods
The patient engagement protocol was developed utilizing evidence-based
strategies identified in literature. Once approved by the nurse manager and nurse practice
council at the hospital, the DNP student lead an education session on the need for fall
reduction, a review of current statistics/data from risk management, how to best engage
patients in their own self-care management, and how to effectively utilize the “teach
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back” method. Over a three-month period, patients identified as a fall risk were provided
the usual fall prevention education and plan of care paired with the following patient
engagement strategies: the use of a fall prevention DVD based educational video and the
nurses’ use of the teach-back method to assess the patient’s understanding. The subject
unit had not previously used any educational audiovisuals for fall education.
Patient falls were monitored and followed by the nursing staff with post fall
documentation. Fall data were entered in Targeted Solution Tool (TST) for analysis each
month by risk management. TST is a web-based tool for data entry and analysis of patient
falls. TJC developed this tool as a systematic reporting and analysis tool for falls
incidence (Joint Commission Center for Transforming Healthcare, 2016). In addition, this
analysis tool was helpful in identifying trends and patterns related to patient falls and will
allow the researcher to create visual graphic presentation of falls data. At the end of the
three-month period, results were evaluated, and trends and patterns were identified.
Finally, a meeting was scheduled after the three month period to share the findings with
the staff. Visual presentation of handouts, charts, graphs, as well as PowerPoint
presentations allowed the dissemination of the fall rate results.
Significance
Stakeholder involvement is essential to this project’s success. Stakeholder support
is another important factor in the progression of the project moving forward.
Stakeholders may be internal or external. Internal stakeholders at the project site include
the nursing staff and other health professionals, hospital administration and the healthcare
organization. The patients and their families are also important stakeholders in this
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project. In addition, when nursing management and hospital administration are in support
of a program, they can be influential in getting frontline staff involved in a quality
improvement project. Increasing staff awareness is core to this project’s planning phase.
Since CMS no longer provides payment to hospitals for treatment of injuries due to a fall,
hospital administration is concerned with reducing the number of patient falls.
External stakeholders involved in patient safety and evidence-based fall
prevention include organizations that have a key interest in ensuring that safety and
quality measures are met in health facilities. Many of these government agencies
regulate, monitor and provide resources related to falls and fall prevention. Examples of
such organizations include the Center for Medicare and Medicaid Services, TJC. and
National Quality Forum (Quigley & White, 2013). Collaborative efforts among internal
and external stakeholders are instrumental in the success of any quality improvement
effort. In addition, input from hospital leaders, nurses and other interdisciplinary
members involved in patient care was useful in the planning, implementation and
evaluation of this project. With the implementation of evidence-based strategies, such as
patient engagement strategies, nurses can reduce the number of patient falls and minimize
the number of falls with injury (Tzeng & Yin, 2015).
When patients are engaged in their healthcare it can lead to measurable
improvements in safety and quality of care (AHRQ, 2014). With success of these
strategies in reducing the fall rate in this hospital, the proposed intervention can be
replicated in similar acute care settings. The success of this project can lead to evidence-
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based changes that can improve patient safety, patient satisfaction and relieve the
financial burden of patient falls.
Summary
Patient falls in the hospital can result in injuries, including pain and suffering,
additional hospitalization, and added cost (Wayland, Holt, Sewell, Bird, & Edelman,
2010). In fact, hospitals are financially responsible for the cost associated with patient
falls with injury (Wayland et al., 2010). As a result, the costs related to patient falls adds
a financial burden to hospitals (Wayland et al., 2010). Falls are identified as a preventable
nurse sensitive indicator, which are viewed as measures that can be most impacted
through nurse led evidenced-based safety interventions. This project evaluated the
effectiveness of patient engagement interventions and the benefit of incorporating
engagement strategies into a fall prevention program.
In Section 2, I will address the background and context of this project. The model
and concepts used to guide this project will be discussed and the relevance of the project
and its findings to nursing practice. Additionally, a literature review will be presented
with a discussion of the literature that was used as evidence to support this project.
Lastly, my role and that of the project team will be addressed.
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Section 2: Background and Context
Introduction
Falls continue to be a major patient safety issue in hospital across the United Sates
(Cox et al., 2014). Nearly one third of inpatient falls can be prevented through evidencebased interventions (AHRQ, 2013). The purpose of this QI project was to add evidencedbased interventions to the current fall risk reduction protocol at the project site.
Understanding patient behavior is important in identifying those factors that promote or
prevent a patient’s adherence to fall prevention education (Tovar et al., 2016). The
desired outcomes for this project were an increase in patient awareness and compliance
with the fall prevention plan of care and a reduction in patient falls on the medical
surgical unit which served as the project site.
The practice focus question was, among hospitalized medical-surgical patients,
does the implementation of a falls prevention protocol incorporating patient engagement
strategies improve patient compliance with the fall prevention plan of care and reduce
patient falls? In this section I will discuss the model used to guide this project and the
relevance of the project to nursing practice. Additionally, local background and context
of the problem will be discussed. Lastly, my role in the project and that of the project
team will be addressed.
Concepts, Models, and Theory
I incorporated constructs of the HBM as a guide to promote behavior change and
adherence to fall prevention education. The HBM was originally developed by a group of
social psychologists working for the United States Public Health Service who wanted to
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improve the public’s use of preventive services (McEwen & Wills, 2014, p. 322). The
HBM includes five constructs: perceived susceptibility, perceived severity, perceived
benefits, perceived barriers, and cues to action (Cohen, 2009). One other concept, selfefficacy, has been added to this model since the original development of the model
(Cohen, 2009). Self-efficacy is one’s confidence in the ability to successfully perform an
action or behavior (Cohen, 2009). According to Tzeng and Yin (2015), these concepts
should be considered when providing fall preventive education. Patient education should
promote self-efficacy and foster patients’ belief that they can successfully participate in
fall preventive behaviors that will reduce their risk for falling (Hill et al., 2009).
Making patients aware of the factors that make them susceptible to falls while in
the hospital and the severity of an injurious fall should be included in the education as
well as addressing any barriers that are identified that would prevent them from adhering
to the fall prevention education. Furthermore, a patient’s perceived susceptibility to a risk
is an important factor to consider when planning fall prevention education. A person’s
belief in personal risk and susceptibility must be present to influence adherence (Cohen,
2009). Change only occurs when the importance of risk reduction is appreciated on a
personal level and one is motivated to follow recommendations (Cohen, 2009).
Understanding an individual’s perceptions or beliefs about their risk (here, fall-risk) and
risk reduction strategies will offer insight into what motivates an individual to engage in
healthy behaviors, such as fall preventive behaviors (Tovar, Rayens, Clark, & Nguyen,
2010). These factors should be considered when developing prevention interventions in
nursing, which promote preventive behavior and ultimately improved patient outcomes
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(Tovar et al., 2010). In implementing my project, patient education played an important
role in helping the patients to understand the factors that made them susceptible to falls
and increased their fall risk while in the hospital. Fall prevention education was
reinforced by written and DVD based education that summarized their risk and measures
to decrease those risk. Also, the TB method was a valuable tool for evaluating the
patient’s understanding of their risk and their fall preventive plan of care.
The second framework that was used to guide the QI project progress was the
Iowa Model (IM). According to Polit (2010), the model is a useful guide for
understanding the evidence-based practice (EBP) process and for implementing EBP
change in the practicum setting. Additionally, the IM is well-known as an effective
change model and is often used as a problem-solving approach by various health care
teams (Polit, 2010). Marita Titler and her colleagues developed the IM in 1994 and
revised it in 2001 to promote quality care outcomes (Grove, Burns, & Gray, 2013).
Concepts of the IM are based on triggers for EBP, which means that ideas for EBP must
start with a stimulus or trigger (Polit, 2010). A trigger can be problem-focused or
knowledge-focused. In the clinical setting, triggers initiate the need for change based on
the best research evidence (Grove et al., 2013). Furthermore, problem-focused triggers
may evolve from process improvement data or risk management data (Polit, 2010), such
as the fall occurrence reports and the post fall huddle reports that were used in this project
site. In this QI project, the trigger was problem-focused- prevention of patient falls.
After identifying the trigger or clinical problem, the researcher can search for best
EBP to manage the problem. Thereby, EBP change can be implemented based on the best
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research evidence. In summary, EBP change may be promoted by using the IM to
identify the clinical problem for change, to implement patient care based on the best
evidence, and to monitor the change in practice to make certain that it yields quality care
outcomes (Grove et al., 2013). Lastly, the outcome results are analyzed, shared, and
disseminated.
Relevance to Nursing Practice
Patient safety is at the core of nursing care delivery, and implementing evidencebased interventions to prevent falls is a major nursing responsibility. Prevention of
patient falls and other adverse events have gained increased attention over the last few
years with emphasis on quality and safety in health care (Tzeng & Yin, 2015).
Additionally, hospitals in the United States have devoted quality improvement and
research efforts to prevent falls. Finding effective interventions to reduce patient falls is a
vital component of nursing care. Furthermore, patient engagement strategies which are
incorporated in a hospital’s fall prevention protocol can be used to reduce patient falls
and fall-related injuries (Tzeng & Yin, 2015).
Research demonstrates that when patients are engaged in their health care, it can
lead to quantifiable improvements in quality care and patient safety (AHRQ, 2014). In
addition, patient engagement offers a favorable path toward improved-quality health care,
more efficient care, and improved population health (Carman et al., 2013). Patient
engagement is an important element and even a required condition for achieving care that
is patient centered (Sofaer & Schumann, 2013). In this project, patient engagement
strategies were implemented to identify the impact on the reduction of patient falls.
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A literature review was conducted to find EBP that support patient engagement
strategies related to fall prevention education. Key words used were patient falls, fall-risk
assessment, fall prevention program, fall prevention education, patient safety, patient
engagement, teach-back method, adherence and patient teaching. Databases utilized in
this search included PubMed, Medline, ProQuest, Nursing & Allied Health, OVID and
CINAHL. Government reports and research utilized in this review include: AHRQ,
Center for Disease Control and Prevention (CDC), and CMS. Professional organizations
include TJC and NQF. Twenty articles were retrieved during this review, however only
twelve were included that provided scholarly evidence to support this project. The twelve
peer-viewed articles included 5 randomized control trials, 3 systematic reviews, 2
retrospective descriptive studies and 2 qualitative studies.
In addition, inclusion criteria for this literature review included peer reviewed
articles published between 2009 and 2017 and inpatient falls occurring in the hospital
setting in patients age 50 and older. Other inclusion criteria included articles related to
fall prevention protocol, fall prevention strategies, patient engagement strategies, and
patient education. Lastly, articles excluded from this literature review were articles with
falls occurring outside the hospital setting, and falls in patients less than 50 years of age.
Tzeng and Yin (2015), addressed the use of the conceptual model Patient Engagement in
fall prevention improvements to decrease patient falls. When patient-centered
engagement interventions are included in the fall preventive plan of care, the number of
patient falls can be reduced (Tzeng & Yin, 2015). The researchers identified that to
effectively provide information on fall prevention, material for education should be well
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designed and include patient teach-back related to fall preventive information (Tzeng &
Yin, 2015). The researchers emphasized educating patient about their fall risk and
utilizing teach-back as an effective fall prevention strategy (Tzeng & Yin, 2015).
However, many fall prevention strategies focus on the role of the health provider.
Hospital fall prevention programs usually focus on the health provider teaching the
patient of their fall risk and what to do to prevent them, but for any preventive
intervention to work the patient must be willing to adhere to it (Tzeng & Yin, 2015). In
an effort to promote patient engagement, nurses must first understand the concept of
patient centered care and incorporate it in the care and fall prevention educational
strategies. This approach will allow the nurse to become an enabler in hospital fall
prevention and not just the expert.
Hill et al. (2016) conducted a randomized control trial to determine how
providing patient-centered, individualized fall prevention education delivered by digital
video disc (DVD) and written format could facilitate behavior change in the older
hospitalized patients. Participants in this study identified that education increased their
awareness, understanding, and confidence to actively engage in falls prevention
instructions and strategies (Hill et al., 2016). The use of video in presentation of fall
prevention information allow the information to be tailored to patients’ various learning
styles. In addition, the study provides understanding of how falls prevention education
can be provided for patients using the constructs of the HBM to promote change in health
behavior (Hill et al., 2016).
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Patients are more likely to participate in safer behaviors when they believe that
their actions will result in a beneficial outcome. The results of this study demonstrated
that individualized patient education using DVD presentation and written presentation
paired with a hospital’s existing fall preventive protocol reduced falls and injurious falls
(Hill et al., 2016).
Research conducted by Tzeng (2014) indicates that patient engagement is a key
factor in reducing falls. Hospital environments can be very complex, and the risk of
patient falls can increase in such an environment. Reducing inpatient falls continues to be
a challenge. According to Tzeng (2014) empowering patients to actively participate in
their fall prevention care while in the hospital could be the answer to the problem.
Communication measures should also be incorporated to promote patient engagement in
self-management techniques such as fall prevention through integration of selfmanagement and informatics (health-enabling technologies) such as with audiovisual
technology (Tzeng, 2014). Lastly, fall preventive information should be tailored to the
patient’s fall risk status, their psychosocial, and physical character (Tzeng, 2014).
Trepanier & Hilsenbeck used a standard program of falls prevention by
implementing multiple interventions focusing on patient-specific or patient-centric needs
with the goal of decreasing patient falls (Trepanier & Hilsenbeck, 2014). In this
standardized falls prevention program, nurses first identified patients who were at risk for
falls, then the nursing team developed an individualized, patient centered plan of care
with the objective of eliminating risk factors, barriers and decreasing fall risk (Trepanier
& Hilsenbeck, 2014).The results of this study showed that the multifactorial falls
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prevention program led to a reduction in the number of patient falls by 58.3% over a
period of two years (Trepanier & Hilsenbeck, 2014).
Friedman, Crosby, Boyko, Hatten-bauer, and Turnbull (2011) conducted a
systematic review addressing patient education teaching strategies that may increase
patient understanding and adherence to education. In fact, results of this study showed
that teaching strategies that increased patient understanding and knowledge, decreased
anxiety, and increased satisfaction lead to better patient outcomes (Friedman et al., 2011).
According to the researchers, effective teaching strategies include providing video and
written materials, along with demonstrations (Friedman et al., 2011). Additionally, any
written material should be presented at a reading level suitable for the general population.
With respect to specific teaching strategies, verbal teaching and discussions were
found to be the least effective teaching strategies. Friedman et al. (2011) recommended
that verbal teaching be used in combination with other teaching strategies and not as a
stand-alone teaching method. Overall, they found that video presentation was better than
the same information given verbally for knowledge transfer (Friedman et al., 2011).
Haines et al., 2011 conducted a randomized control trial that demonstrated that
multimedia patient education decreased patient falls. The intervention was a video patient
education program based on the HBM combined with follow-up with a health
professional. In this study a patient education program was introduced that provided
written and multimedia fall prevention information along with the usual multifactorial
fall preventive plan of care. A control group only received the usual multifactorial fall
prevention program measures. Results of the study showed that using multimedia patient
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education and staff follow-up assessment, reduced falls in patients with intact cognitive
functions.
Glick, Fernadez, Irby, Harleman, & Fernadez, (2010) identified health literacy as
another important factor to consider when giving patient education to older adults in an
effort to increase their understanding and adherence. In fact, in the United States, low
health literacy is particularly common in older adult patients and in those with chronic
disease, low socioeconomic status and low educational attainment (Glick et al., 2010).
Furthermore, two-thirds of adults age 60 and older have inadequate or marginal health
literacy (Glick et al., 2010).
Patients with low health literacy often fail to understand health teaching
instructions and are at increased risk for negative outcomes and poor adherence (Glick et
al., 2010). Many older adult patients may not understand health teaching information, but
are reluctant to say they do not understand. This is why giving written instructions alone
is not the best fall prevention strategy to consider in the older adult patient. Offering
audiovisual and verbal education along with written instructions is a better combination
approach (Glick et al., 2010). Furthermore, the addition of the TB method proves a
useful strategy for assessing the learners understanding of the information, the need for
further teaching and provide an opportunity for patient engagement (Glick, Fernadez,
Irby, Harleman, & Fernadez, 2010).
Cox et al. (2015) conducted a descriptive, retrospective study to identify intrinsic
and extrinsic factors that contribute to falls in hospitalized patients. The researcher
concluded that many factors contribute to the occurrence of falls. However, the study did
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show that the implementation of fall prevention strategies that are patient-centered
decreased patient fall rates (Cox, 2015).
Clark et al. (2011) identified that numerous factors contribute to falls. In this
retrospective study the researchers implemented a nurse led education program to reduce
the number of patient falls after total knee arthroplasty (TKA) surgery. Seventy-two
patients participated in this study, and received one on one patient education. Afterward
they were asked to teach-back and recall the instruction. In fact, results of the study
showed that patient education and teach-back methods helped to reduce falls in patients
on the medical-surgical unit (Clarke, Timm, Goldberg, & Hattrup, 2011).
In another study the researchers proposed that the introduction of multimedia
strategies such as video material (DVD) along with written educational material is more
effective in fall prevention education (Yamaguchi et al., 2016). The researchers
developed an animated DVD presentation on fall prevention, intended for patients and
caregivers (Yamaguchi et al., 2016). Results of this study indicated that multimedia could
be an effective educational tool for reducing patient falls in the hospital (Yamaguchi et
al., 2016). Limitations of this study include the need to develop a method to assess for
effective teaching feedback from the patient after watching the DVD and assessing if
they understood the teaching.
Prey et al. (2014) conducted a systematic review regarding the use of technologies
such as multimedia as an engagement strategy to provide patient information in the
inpatient setting. Results of this study showed that a gap does exist concerning the
willingness of nurses to use patient engagement strategies in the inpatient setting. The
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limitations of this review included the potential of omitting relevant articles due to search
terms that are incomplete and the possibility of publication bias (Prey et al., 2014).
Local Background and Context
Hospital patient falls result in injuries, including pain and suffering, additional
hospitalization, and added cost (Wayland, Holt, Sewell, Bird, & Edelman, 2010).
Inpatient falls are the most common adverse event occurring in the hospital setting
(Morella et al., 2011). In fact, up to 30% of all inpatient falls result in an injury (Morella
et al., 2011, p. 1). Furthermore, patient falls not only have physical consequences, but
also psychological and social consequences. Injuries related to falls include lacerations,
fractures, subdural hematomas, excessive bleeding, and may even lead to patient death
(Anderson, Postler, & Dam, 2015). Additionally, falls are a burden to hospitals
financially and reflect a negative representation of the quality of care.
According to CMS, hospitals are financially responsible for the cost associated
with patient falls with injury (Wayland et al., 2010). As a result, the costs related to care
of injuries after a patient fall threatens the solvency of hospitals (Wayland et al., 2010).
Many fall prevention interventions such as bed alarms and hourly rounding have been
used, yet their success is inconsistent (Tzeng & Yin, 2015). An innovative approach to
reduce inpatient falls is needed (Tzeng & Yin, 2015). Butcher, 2013 stressed the need for
patient engagement in educating the patient in their fall and injury risk while in the
hospital. The researcher recommended the teach-back method as an effective engagement
strategy. Patient engagement strategies can lead to improved health outcomes, facilitate
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improvements in patient safety, and help control cost in healthcare (Maurer, Dardess,
Carman, Frazier, & Smeeding, 2012).
Institutional Context
This DNP project practice setting was a 25-bed critical access hospital. The
hospital provides inpatient and emergency services as well as swing-bed and posthospital rehabilitative services. Many of the patients admitted are identified as at risk for
falls. Discussions with nurse leaders and nursing staff identified patient falls as an
important organizational QI issue. In particular, the nursing staff and occurrence report
documentation identified patient non-compliance to falls prevention plan of care, more
specifically, the use of the call light as the main reason for patient falls. Because the
subject hospital is small, the financial burden of treating fall injuries is a concern.
Additionally, CMS no longer reimburses hospitals for the additional cost of treating
injuries from falls. Hospitals are financially responsible for inpatient falls.
The hospital’s fall rates and their Hospital Consumer Assessment of Healthcare
Provider Systems (HCAHPS) scores impact reimbursement. HCAHPS was developed by
CMS and AHRQ (Studer, Robinson, & Cook, 2010). HCAHPS is a value-based
purchasing program that connects reimbursement to quality outcomes. These outcomes
are measured based on quality metrics, such as the number of falls and patient survey
results related to their hospital experience Studer, Robinson, & Cok, 2010). Fall rates as
well as the patient survey results reflect the hospital’s performance and determines the
total amount of reimbursement the hospital will receive (Studer, Robinson, & Cook,
2010).
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Definition of Terms
For the purpose of this project, the following terms have been defined:
Fall: Any unplanned descent to the floor with or without injury to the patient
(AHRQ, 2013, p. 2).
Fall-risk assessment tool: A scale used to identify factors that place the patient at
risk for falls (AHRQ, 2013).
Health Belief Model: a framework used for predicting preventive health behaviors
and developing interventions to facilitate behavior change (Hill et al., 2009)
Hospital Acquired Conditions (HAC): complications or comorbidities that occur
as a consequence of hospitalization and can be prevented with the application of
evidence-based interventions (CMS, 2015).
Hospital Consumer Assessment of Healthcare Providers and Systems Survey
(HCAHPS):

A patient survey, standardized instrument and data collection methodology

for measuring patient's perspectives on hospital care (CMS, 2015).
Patient Engagement: Actions people take for their health and to benefit from
health care (Sofaer & Schumann, 2013, p. 9).
Teach-back method: Method used to confirm the patient’s understanding of care
instructions by asking patients to repeat the instructions using their own words or return
demonstrate (IHI. 2017).
Teach-back Assessment: Tool used to document education and ability of the
patient to relate the plan of care and teach-back (IHI, 2017).
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Role of the DNP Student
Professional Role and Responsibility
I am interested in identifying engagement strategies that will ultimately promote
safe patient outcomes. Patients in the hospital depend on healthcare professionals to
provide safe, quality care. In addition, healthcare professionals must continue to work to
improve patient care and alleviate risk through internal quality improvement projects
(Joshi et al., 2014). During my practicum experience as a DNP student I was able to
discuss with the Director of Nursing some of the concerns they currently had and
reducing falls was her first response. In particular, the nursing staff stated that their fall
rates were not significantly high, but they would like to see the number reduced. As
nurses, we help ensure that our patients are safe. Patients enter the hospital setting
trusting that the staff will provide the best care.
Furthermore, my motivation to complete this project is grounded in my belief that
all patients deserve safe, quality care. My personal experience and memories of a very
special love one who suffered a serious injury from a fall also motivates me to complete
this project. I believe that as professional leaders we are obligated to seek out effective
evidence-based interventions to promote patient safety and prevent harm. Regardless of
whether the nurse’s role is that of a primary care provider at the bedside, a nurse leader or
one involved in health care policy, all nurses are in a position to promote and implement
safe nursing practices. In addition, this QI project aligns with the American Association
of Colleges of Nursing (AACN) DNP Essential II: Clinical Scholarship and Analytical
Methods for Evidence-Based Practice (AACN, 2006). The project allows this DNP
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student to design, lead and evaluate a quality improvement method to facilitate safe and
effective outcomes of practice (AACN, 2006).
Role of the Project Team
The nursing staff, nurse managers, and the risk manager played an important role
in the implementation phase of this project. The DNP student led an education session on
the need for fall reduction, activities involved, their role in the project, and how to
document education in fall prevention and patient response. Teaching tools were utilized
to increase the staff knowledge, awareness and support of the project. The SHARE
Approach power point tool by the AHRQ was presented to the staff initially in an effort
to increase their knowledge of the importance of patient engagement strategies, focusing
on teach-back and audio-video strategies.
During the implementation phase, the staff nurses completed the current fall
preventive plan of care along with presentation of the fall prevention DVD and the TB
assessment tool within the first four hours of admission of any patient identified as a fall
risk who meet the project criteria. In addition, the staff nurses used the falls education
teach-back assessment sheet to document education given and the patient response and
teach-back (see Appendix C). TB allows the patient to state in their own words or
demonstrate what they have learned. In addition, teach-back enables the nurse to assess
the effectiveness of their teaching and if further teaching is required. Finally, any falls
occurring within three months of starting the new protocol were assessed by me for (a)
patient’s documented teach-back of the plan of care, (b) the reason for the fall, and (c)
whether the reason was the patient not following the plan of care, or (d) whether the fall
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occurred despite following the plan of care. Each month fall occurrence data was entered
in the TST for analysis by the risk manager and the DNP student. Overall fall rates were
compared to those in the same time period in 2016.
Summary
In Section 2, I discussed the background and context of this project, addressing
the relevance of the project and its findings to nursing practice. The literature review was
presented with discussion of the literature that was used as supporting evidence.
Additionally, definitions of key terms relevant to this project were also addressed.
Finally, the role of the DNP student and the project team was discussed. The next section,
Section Three, I will address the processes that was used utilized in the collection and
analysis of data to address the practice focused question.
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Section 3: Collection and Analysis of Evidence
Introduction
The purpose of this QI project was to add patient engagement strategies to the
current nursing fall risk reduction protocol used at my project site. Anticipated outcomes
for this project are an increase in patient compliance with the plan of care and a reduction
in the number of patient falls on this medical surgical unit. Patient falls continue to be a
major concern for hospitals in the United States (Cox et al., 2014). Additionally, falls
have physical, psychological, and social consequences. When patients are engaged in
their health care, it can progress to measureable improvements in quality care and patient
safety (AHRQ, 2014). The source of evidenced used in this project and the process of
data analysis and synthesis that was used will be discussed in Section 3.
Practice Focused Question
The guiding practice focus question for this project was, among hospitalized
medical-surgical patients, does the implementation of a falls prevention protocol
incorporating patient engagement strategies improve patient compliance with the fall
prevention plan of care and reduce patient falls?
Implementation
Phase 1: Staff Nurse Education and Training
I used several approaches and teaching tools to increase the knowledge,
awareness, and support of the project by the nursing staff and administration at the
project site. I presented the SHARE Approach PowerPoint tool by the AHRQ, focusing
on the importance of patient engagement strategies of TB and DVD-based educational
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strategies. My use of the Share Approach PowerPoint tool will further inform the staff of
the correlation between lack of patient understanding and poor adherence to preventive
education, which can lead to increased fall rates (AHRQ, 2016). Also, clarification of the
staff’s definition of a patient fall was obtained. Finally, the unit nurses practiced the
teaching method with one another during the nurse education session.
Phase 2: Patient Engagement
In addition to the current fall risk prevention protocol, patients identified at high risk for
falls were shown a fall prevention educational video within the first 4 hours after
admission. The title of the video was, Fall Prevention in the Hospital. It is a 7 minute
DVD video that stresses to patient the importance of asking for assistance when getting in
and out of bed and using their call light; the video also encourages patients to take an
active role in their safety and preventing a fall during their hospital stay (Milner-Fenwick,
2015).
Nursing staff continued using the unit’s existing oral and written fall educational
teaching. The television in each patient room was used to present the DVD video. For
patients with cognitive impairment, the teaching was presented to the primary caregiver
present. The TB method, which requires verbal and return demonstration by the patient
Tamura-Lis (2013) assisted unit nurses in assessing patient understanding of the plan of
care. Finally, the nurses completed a TB assessment tool that was used to document
education and ability of the patient to relate the plan of care by TB (see Appendix C).
I found both terms, teach-back and feed-back, in the literature to represent the
method used to assess a patient understanding of information given. For this project I
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used the term teach-back (TB). TB has been found to be a useful strategy for assessing
learners’ understanding of the information and the need for further teaching; it also
provides an opportunity for patient engagement (Glick, Fernadez, Irby, Harleman, &
Fernadez, 2010).
Effective clinician-patient communication is assured through use of TB
techniques, because patients are asked to repeat or return demonstrate what they have
learned (AHRQ, 2016). Patients use their own words to explain what they have learned;
this helps them to remember and understand more information (AHQR, 2016). Finally,
use of TB helps in identifying those areas of fall prevention education in which the
patient will need further instruction. According to Glick and colleagues (2010), the TB
approach should be a regular and expected component of the patient education process.
Outcomes
Information on patient falls is reported to risk management. Overall fall rates
were compared to those in the same time period in 2016. Any falls occurring within 3
months of starting the new protocol were assessed for (a) patient’s documented TB of the
plan of care, (b) the reason for the fall, (c) whether the reason was the patient not
following the plan of care, or (d) whether the fall occurred despite the plan of care.
Sources of Evidence
A prospective quantitative design was used to compare data on patient fall rates
after the interventions to fall rates from the same time period in 2016. Resources from the
AHRQ fall prevention toolkit and IHI were used. The IHI teach-back assessment tool was
used as a resource tool to document patient education and TB assessment. Occurrence
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and post fall huddle reports of falls among patients age 50 and older on the medical
surgical unit were used as data sources. These reports are completed by the nurses and
nurse managers when an incident occurs. These data go to the risk manager for entry into
TST for analysis. The data were de-identified when used for reporting back to each unit.
Participants
Patients admitted to the medical-surgical unit aged 50 and older who have been
identified as a fall risk on the admission fall-risk assessment were included in this study.
Based on the 2016 average, 40 to 45 patients were estimated to be identified as fall risk
over the 3-month period in which the project was conducted.
Analysis and Synthesis
Incident data was analyzed by the Targeted Solution Tool (TST), a web-based
tool for data entry and analysis of patient falls. The risk manager entered the fall
occurrence data into TST at the end of each month. This DNP student agreed to help
enter the fall occurrence data over the three-month implementation period as instructed
by the risk manager. The TST was developed by TJC, as a systematic reporting and
analysis of falls incidence (Joint Commission Center for Transforming Healthcare,
2016).This tool is useful to guides data collection, measurements and identifies factors
that contribute to falls and has been validated in several hospital settings (Joint
Commission Center for Transforming Healthcare, 2016).
In addition, TST is useful in identifying trends and contributing factors that will
give direction on an ongoing basis during the three-month period (Joint Commission
Center for Transforming Healthcare, 2016) related to patient falls. Furthermore, the TST
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will allow the researcher to create visual graphic representation of falls data. A graphic
presentation of the falls data will be an effective approach to summarizing and presenting
results of the fall rates (Quigley, Neily, Watson, Wright, & Strobel, 2008). Finally, the
teach-back assessment tool will also be evaluated by the DNP student to identify trends
and patterns in nursing practice.
Summary
The purpose of this quality improvement project was to identify the impact of
patient engagement on patient compliance to fall prevention education. Patient
engagement strategies through DVD-based education and teach-back method paired with
the current fall prevention program will be evaluated. Through analysis and synthesis of
the data, I sought to answer the practice-focused question: Among hospitalized medicalsurgical patients, does the implementation of a falls prevention protocol incorporating
patient engagement strategies improve patient compliance with the fall prevention plan of
care and reduce patient falls? In Section 4, the implementation process, findings and
recommendations are examined.
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Section 4: Findings and Recommendations
Introduction
The project practice setting was a 25-bed medical-surgical unit of a critical access
hospital. The subject unit has a policy and procedure for fall prevention on the medical
surgical units, yet had an average of 1.9 falls each month during 2016, according to its
annual fall occurrence report. As noted in the report, more than half of the 212 patients
admitted to the unit in 2016 were over the age of 50 years old, and 90 % of these patients
were identified as at risk for falling based on the admission fall-risk assessment. During
calendar year 2016, 23 patient falls were documented on the unit, and, of the 23 falls that
occurred, three resulted in documented injuries, according to the report.
Reducing patient falls continues to be a major safety challenge for hospitals, and
effective measures to prevent falls are needed (Tzeng & Yin, 2015). In this QI project, I
incorporated the use of patient engagement strategies, which I paired with my study site’s
current fall prevention protocol for reducing fall rates and increasing patient compliance
to fall prevention instructions. An audiovisual video along with nursing instructions using
TB strategies to assess knowledge were added to the routine falls prevention procedures.
Patient engagement in safety practices such as fall prevention strategies can be used to
inform current nursing practice (Berger, Flickinger, Pfoh, Martinez, & Dy, 2014).
Research suggests that patient participation in engagement strategies such as teach-back
and viewing video-based fall prevention media reinforces verbal instructions, thereby
enhancing patients’ knowledge of their risk and leading to improved preventive outcomes
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(Clark et al., 2011; Friedman et al., 2011; Haines et al., 2013, 2011; Hill et al., 2009,
2015; Prey, 2014; Tzeng & Yin, 2014, 2015; Yamaguchi et al., 2016).
The purpose of this QI project was to add patient engagement strategies to the
current nursing fall risk reduction protocol at my project site with the desired outcomes of
an increase in patient compliance with the fall prevention plan of care and a reduction in
the number of patient falls in the medical surgical unit. Increasing patients’ awareness of
their risk and the specific actions they can take to decrease risk are key factors in the fall
preventive plan of care. The guiding practice focus question was, among hospitalized
medical-surgical patients, does the implementation of a falls prevention protocol
incorporating patient engagement strategies improve patient compliance with the fall
prevention plan of care and reduce patient falls?
Patients identified as at risk for falls were provided the projects site’s current fall
prevention education and plan of care paired with patient engagement interventions
including a fall prevention video-based (DVD) education. Nurses on the unit also used
the TB method to assess patients’ understanding of the fall preventive instructions.
Patient falls were monitored with post fall documentation and completion of occurrence
reports as indicated. A prospective quantitative method was used to compare the data on
patient fall rates after the project interventions to fall rates from the same time period in
2016. All fall data were entered in TST for analysis by risk management.
Findings and Implications
This QI project was implemented from July 2017 to October 2017, during which
time data were gathered and compared. During the implementation period, 96 patients
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were admitted to the subject unit, 74 (68.5%) of whom were identified as at risk for falls.
In comparison, during the same time period in 2016, 108 patients were admitted to the
unit, with more than half of this number identified as at risk for falls using the same fallrisk assessment scale.
The hospital at which I conducted my project continues to use an admission fall-risk
assessment based on the Morse Fall-Risk scale (Matarese and Ivziku, 2016). The Morse
Fall-Risk scale is a valid tool for fall risk screening or prediction, according to Matarese
and Ivziku (2016), which is used to identify patients at high risk for falls. The screening
tool consists of six risk factors; a numerical value is assigned by the scorer to indicate the
presence or absence of each factor (Matarese & Ivziku, 2016). Some factors screened on
the MFS are patient history of falls, use of an ambulatory aid, gait impairment, and
mental status. On the subject unit, the fall risk screening was completed on admission and
whenever there was a change in patient status.
Of the 74 patients identified as at risk for a fall during the implementation period,
58 met the inclusion criteria for this project. The inclusion criteria were that participants
be medical surgical patients who were age 50 or older and who had been identified as at
risk for falls. During implementation, the nursing staff continued to provide their current
fall prevention protocol with oral and written instructions, paired with the project’s
patient engagement interventions. The project interventions for patient engagement
included the use of a fall prevention video- based (DVD) education and the use of the TB
method to assess patients’ understanding of instructions. Implementation of this QI
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project addressed the safety issue of patient falls in patients age 50 and older on the
medical surgical unit of the subject hospital.
Data were collected from the occurrence reports and post-fall huddle reports and
compared with the fall data from the same time period in 2016. The total number of falls
during implementation of the project was one fall, which occurred in August 2017.
During the same time period in 2016, the number of falls was, as follows: July (two
falls), August (three falls), September (three falls), and October (two falls) for a total of
10 falls (see Appendix D). The results showed a more than 75% reduction in the fall rate
after the implementation of the DNP project as compared to the same time period in 2016
(see Table 1).
Table 1
Fall Comparison for 2016 to 2017 (July–October Months)
Month

Falls in 2016

Falls in 2017

July

2

0

Aug

3

1

Sept

3

0

Oct

2

0

While the low numbers do not allow for a test of statistical significance, these
numbers suggest to me that a reduction in patient falls is possible with implementation of
the interventions used in this project. However, other factors such as the Hawthorne
effect can influence behavior and should also be considered by researchers (Benedetti,
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2016). When research participants are aware that they are being observed, they may
change their expectations and, possibly, their behaviors and attitudes, which may lead to
uncertainty in the measurement of these behaviors and attitudes (Benedetti, 2016).
In the first 6 months of 2017 (i.e., prior to project implementation), the hospital
had a total of 17 falls. Falls recorded during the 6 months prior to implementation of the
project in 2017 were as follows: January (two falls), February (four falls), March (four
falls), April (three falls), May (three falls), and June (one fall). A visual comparison of
the data is shown in the bar graph in Figure 1.

Fall Comparison 2016-2017
6
5
4
3
2
1
0
Jan

Feb

Mar
2016

Apr

May

Jun

2017

Figure 1. Comparison of falls in 2016 and 2017 prior to project implementation.
The nurses at the project site used the TB assessment tool to assess patient
understanding and their response to the teaching strategies. Use of the TB tool also
allowed nurses at my project site to document patient understanding of fall prevention
education. On the TB tool, the nurses documented when a fall occurred and whether the
fall resulted from a patient not following the plan of care or whether the fall occurred
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despite the patient following the plan of care. Data from the TB tool and post fall huddle
report showed that, in the one instance where a patient fall occurred, the patient had
attempted to get up from his chair but did not use the call light for assistance.
Overall, noncompliance to use of the call light leading to fall was less than 2%
based on the fall occurrence reports and post-fall huddle reports. In review of the TB
documents for the 58 participants, all nurses complied with the teaching protocol. Review
showed that the one fall occurrence was due to patient non-compliance despite the
education. The reports noted that the patient attempted to get out of bed unassisted and
was found on the floor and the call light was not activated by the patient.
Before discharge the participants were asked if the patient engagement strategies:
educational video (DVD) and their participation in the teach-back method was beneficial
in increasing their understanding and compliance to the fall prevention instructions,
specifically the use of the call light for assistance getting up. Of the 58 participants
interviewed at discharge, 100% agreed that the video and teach-back helped to increase
their understanding and compliance to the fall prevention plan of care. These final results
show that the two patient engagement strategies paired with the hospitals current plan of
care did have a significant impact on patient compliance to fall prevention instructions
and significantly reduced the fall rate in this small facility.
Recommendations
The findings from this project provide strong support that the use of the patient
engagement strategies, TB method and video-based educational tools have a significant
impact on patient understanding and compliance to fall prevention instructions. This
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project has shown that reinforcement of verbal and written instruction through video
education follow-up and the use of the TB method to assess patient understanding are
effective measures to reduce patient falls and increase patient compliance to the fall
prevention plan of care. Patient safety, quality of care and patient satisfaction have
become unspoken rules of health care and using TB can lead to increased patient
satisfaction, safety and quality of care (Tamura-Lis, 2013). Multimedia tools are an
effective method for patient education, even among patients with lower literacy levels
(Frentsos, 2015).
Contribution of the Doctoral Project Team
The doctoral project team consisted of the medical-surgical unit nursing staff, unit
manager, director of nursing and the risk management director. The nursing staff was
responsible for the usual admission fall assessment and implementation of the fall
prevention plan of care. They continued the usual plan of care as well as presenting the
educational video to reinforce the verbal presentation of the fall prevention instructions.
The nursing staff completed the teach-back tool with each participant to assess their
understanding of the instructions given verbally and by video presentation.
The nurses also completed occurrence reports, and post huddle reports after the
one fall that occurred. The unit nurse manager ensured that the nursing team continued in
participating with the implementation strategies throughout the project. She was very
instrumental in providing feedback on how the nurses were responding to the project.
Overall, the project team was very supportive in their work with me on the project. The
motivation of the staff grew as the fall rate continued to decrease each month.
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The risk manager is also the director of nursing and my preceptor at the project
site. The risk manager and I worked together to review the past and current occurrence
reports for this year. I also evaluated each teach-back tool and the one post fall huddle
documentation. In addition, I educated the staff in how the project would proceed,
monitoring the progress of the project with support and recognition to the staff for their
efforts in implementing the project.
Strength and Limitations of the Project
The strength of this project lies in the ease of implementation without major
change to staff nurses’ usual routine. There were several limitations to the project. One
such limitation is the possible influence of the Hawthorne or observer effect in which
individuals change or alter their behavior when they know they are being observed.
Because the nurses were aware of the study, they could have modified their behaviors
which may have contributed to decreased falls. Another area of limitation was the lack of
prompts in the discharge plan to remind the nurses to ask each participant if they believed
that the engagement strategies had an impact on their compliance to fall prevention
instruction before they were discharged home. In future studies the use of an electronic
version of the TB tool instead of the paper format would allow for easier access and
reminders to the nurses. Another limitation of the project was because the subject hospital
is a small they do not have system wide multimedia access at any given time. The process
of starting the fall prevention video on the television in the patient’s room was not as
convenient as having system wide access to all the rooms at any time.
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Section 5: Dissemination Plan
Presentation of research findings is an important step in the promotion of
evidenced-based practice. There are three main methods of dissemination: poster, oral
presentation, and manuscript paper (White, Dubley-Brown, & Terhaar, 2016). To
disseminate my DNP project, I used oral presentation and the visual aids Microsoft
PowerPoint and graphs in handouts to present findings to the stakeholders at the hospital
which served as my project site. I believe oral presentation of my project results was best
for dissemination of this quality improvement project. Over the past several months of
completing my practicum hours, I have collaborated and interacted well with the nursing
staff and other stakeholders at the hospital. I think that presenting my findings in person
to them will continue this positive communication and collaboration.
Oral presentation has several advantages, including the ability to disseminate
findings more quickly and the ability to gain direct feedback from the audience (Fain,
2017). Stakeholder feedback and response to the findings are important and will be a
strong determinant of organizational leaders’ decision to continue implementing the new
evidence into health care practices at my project site. Based on my communication with
nursing administration, they plan to continue the interventions that I proposed.
Analysis of Self
Through my work with this project, I have gained a greater appreciation for
scholarly research. This QI project aligns with the AACN DNP Essential II: Clinical
Scholarship and Analytical Methods for Evidence-Based Practice (AACN, 2006). This
work has allowed me to become a stronger organizational leader, change agent, and
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DNP-prepared nurse scholar. Organizational leadership is critical in order for DNPprepared nurses to affect patient care and improve patient health care outcomes (AACN,
2006). My goals are to continue to seek and translate evidence-based intervention that
will improve the quality of care for patients and their families and improve overall health
care delivery.
Undertaking this project has not been an easy task. However, the challenges along
the way have shown me that, with perseverance and determination, I could find
alternative ways of conducting my project work. My role as an educator included
instructing the staff on how the project would proceed, monitoring the progress of the
project, and providing continued recognition to the staff showing my appreciation. All of
these things were important and required factors for promoting collaboration, teamwork,
and continuation of the project in the practice setting.
I have taken on many roles throughout this project including researcher, team
leader, educator, patient advocate, and change agent. Along the way, I have made new
contacts with so many different nurse educators, nurse leaders, managers, and
administrators who have had a positive impact on my development into a DNP nurse
scholar. Advocacy for the use of new evidence-based knowledge is a responsibility of all
nurses (Stokowski, et al., 2010). I have learned to appreciate that, while one nurse can
plan and initiate a change, being joined by others can lead to more accomplishments and
the possibility of change (Stokowski et al., 2010).
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Summary
The findings from this project provide strong evidence that the use of patient engagement
strategies, the TB method, and video-based fall prevention educational tools can have a
significant impact on patient understanding and compliance with fall prevention
instructions. The project findings showed a reduction of patient falls among patients who
are aged 50 and older in the medical surgical unit. This project has shown that
reinforcement of oral and written instructions through video education follow-up and the
use of the TB method to assess patient understanding are effective measures for reducing
patient falls and increasing patient compliance with fall prevention care plans.
Additionally, these patient engagement strategies can be replicated in similar acute care
settings. Insights from this project may compel nursing leaders to make evidence-based
changes that may improve patient safety and satisfaction and relieve the financial burden
of patient falls. Lastly, engagement by patients in their health care can lead to measurable
improvements in safety and quality of care (AHRQ, 2014). The use of these EBP changes
shows positive implication for social change.
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Appendix A: Patient Agreement Form
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Appendix B: Post Fall Huddle Report
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Appendix C: Teach-Back Assessment and Documentation Tool
The TB tool used in this project was based on the Institute for Health
Improvement’s (2017) teach-back observation tool developed by Dr. Mary Abram.
Teach-Back Assessment Tool: Fall Prevention
Patient: ________________________________ Room: ______ Date: __
The nurse will:
Yes No N/A Comments
Use a caring tone of voice and
attitude.
Use plain language
Use reader-friendly printed material
to support patient understanding.
Use audiovisual (DVD) to support
patient understanding
Ask the patient to explain in their
own words /demonstrate what they
were told about:
• Fall prevention instructions
• How to use the call light
Use open-ended questions when
assessing for patient understanding.
Avoid asking questions that can be
answered with a yes or no.
If the patient is unable to
demonstrate understanding, explain
instructions again and recheck
understanding by the teach-back
method.
Note that patient demonstrated
understanding of fall prevention
instruction by the teach-back.
Document Fall Occurrence
Fall occurred: patient
noncompliant to fall prevention
instructions.
Fall occurred: Patient compliant to
fall prevention instructions.
Ask patient at discharge:
Did the teaching strategies increase
your understanding and compliance
to fall prevention instructions?
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Appendix D: Fall Rate Comparison of 2017 to 2016

